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and Thoracoabdominal Aortic Aneurysms in Patients Unfit for Open
Repair
Joe Huang, MD, Gregory Simonian, MD, Massimo Napolitano, MD,
Michael Wilderman, MD, Hackensack University Medical Center; Univer-
sity of Medicine and Dentistry, New Jersey—New Jersey Medical School,
Newark, NJ
Objective(s): To evaluate the early outcomes of urgent complex
endovascular repair of juxtarenal, suprarenal, and thoracoabdominal abdom-
inal aortic aneurysms in patients medically unfit for open repair.
Methods: From June 2010 to February 2011, 12 patients with jux-
tarenal, suprarenal, or thoracoabdominal abdominal aortic aneurysms un-
derwent endovascular repair with adjunctive techniques at one institution.
These techniques included deployment of thoracic aortic endografts above
modified bifurcated abdominal aortic endografts, graft modifications, and
chimney stent grafts. All patients were deemed medically unfit for open
repair from cardiopulmonary standpoints. Primary end points were technical
success, branch patency, presence of endoleak, and 30-day mortality.
Results: Twelve patients (5 men, 7 women) underwent urgent com-
plex endovascular repair of symptomatic abdominal aortic aneurysmal pa-
thology. Of these, 10 presented with suprarenal or juxtarenal abdominal
aortic aneurysms, 1 with a suprarenal aortic pseudoaneurysm, and 1 with a
type IV thoracoabdominal aneurysm. Five thoracic endografts were de-
ployed in the abdominal aorta above modified bifurcated abdominal en-
dografts. Eight graft modifications and 10 chimney stents were used to
achieve seal and preserve flow to select mesenteric vessels. Technical success
was achieved in 100%. At 30 days, 12 of thirteen (92%) mesenteric stent
branches were patent. Two endoleaks were noted on follow-up. One of 12
patients died for a 30-day mortality of 8%.
Conclusions: Urgent complex endovascular repair of juxtarenal, su-
prarenal, and thoracoabdominal abdominal aortic aneurysms can be safely
and successfully performed in patients medically unfit for open repair.
Mid-term and long-term results are unknown and need to be further
elucidated.
Electronic Medical Record for Locating and Screening Patients With
Abdominal Aortic Aneurysm
Paul M. Anain, MD, John Nataro, MD, Catholic Health System/Buffalo
Medical Group, Buffalo, NY
Objective(s): Abdominal aortic aneurysms (AAA) have been known to
be a leading cause of death of men aged 65 years, especially those who
smoke. In 2007, the Screen Abdominal Aortic Aneurysm Very Efficiently
(SAAAVE ACT) was passed into law and outlined criteria for which patients
should be screened for AAA. People who qualified were men aged65 years
and who smoked 100 cigarettes during their lifetime and women with a
family history of AAA. These people are allowed a onetime screening as a
“Welcome to the Medicare” program. To best serve and screen all patients
who meet the high-risk criteria is difficult unless it is performed electroni-
cally.
Methods:The BuffaloMedical Group (BMG) amultispecialty medical
group in Buffalo, NY, using its electronic medical record (EMR), Epic, took
the initiative to identify high-risk patients for AAA. They electronically sent
these patients letters and scheduled them for an aortic ultrasound screening.
The results were forwarded to the patient’s primary care physician. Patients
with AAA 4.5 cm were scheduled for vascular surgery evaluation; those
with AAA 4.5 cm but 4 cm were placed for automated 6-month
ultrasound evaluation and those with AAA 4 cm were placed for an
automated 12-month ultrasound study.
Results: A total of 2746 patients were identified for screening, and 38
(1.7%), required surgical intervention to the repair an aneurysm. An AAA
4.5 cm was present in 22 patients (1.0%) who will be monitored with aortic
ultrasound evaluations in 6-month intervals, and patients (1.0%) who had
AAAs measuring 4.0 cm will have annual screenings. A total of 100
patients (3.64%) had aneurysms between 3 and 3.9 cm, and 13 patients
(.47%) had an AAA measuring 3.0 cm. No AAA was found in 1612
patients (58.7%), and 287 patients (10.45%) refused to be screened. Another
511 patients (18.65%) are scheduled for screening in the near future.
Conclusions:The EMR is a useful tool in identifying high-risk patients
for AAA and scheduling them for screening ultrasound studies and fol-
low-up care. This satisfies a “best practice” approach for patient care and
maintaining follow-up.
The Relationship of Obesity and Radiation Exposure to the Vascular
Interventionalist
Omar P. Haqqani, MD, Prakhar K. Agarwal, Neil J. Halin, DO, Massrk D.
Iafrati, MD, Tufts University Medical Center, Boston, MassObjective(s):Determine the effects of obesity on radiation exposure to
the vascular interventionalist.
r
wMethods: Digital subtraction angiography (DSA) imaging of the
bdomen and pelvis (GE, Innova 4100) was performed on cadavers with
MI of 20 vs 31 kg/m2. Position and technique were varied within the usual
ounds of practice. Radiation exposure was monitored real-time with
oseAware dosimeters (Philips) in the position of the operator (on patients
ight). The DoseAware system reports radiation exposure in 1-second
ntervals. Three to five consecutive data points were collected for each
maging configuration.
Results: Operator dose curves for DSA imaging at multiple angles are
epicted in Fig 1. Minimal radiation was observed within a “safe zone” of
5° right anterior oblique to 45° left anterior oblique. Beyond this “safe
one,” exposure increased linearly, at a (1.5-3.4X) differential exposure rate
hat was markedly worse in the obese cadaver. Maximal radiation exposure
as in the left lateral oblique projection and is three times greater in the
bese cadaver. Decreasing magnification from 3 to 0 increased dose rates by
.27 vs 0.5 mSv/h/mag level (obese vs nonobese). Unmagnified viewing
esulted in a 2.3-times dose increase (obese vs nonobese).
Conclusions: Narrow technique angles and high magnification
n the obese markedly decreased radiation exposure to the vascular
nterventionalist.
adiation Safety and Pregnancy: Time for Program Guidelines for
emale Vascular Surgeons and Trainees
alma M. Shaw, MD,1 Amy B. Reed, MD,2 1Brigham and Women’s
ospital, Boston, Mass; 2Penn State Hershey College of Medicine, Her-
hey, Pa
Objective(s): The evolution of endovascular surgery has increased the
ascular surgeon’s exposure to radiation, raising concern for female vascular
rainees and staff of childbearing years. We developed a survey for female
rainees, established vascular surgeons, and program directors in vascular
urgery to determine current practices with respect to pregnancy and radia-
ion exposure guidelines.
Methods: Two surveys were conducted to evaluate radiation exposure
uring pregnancy. A survey of the members of the Association of Program
irectors in Vascular Surgery (APDVS) was also distributed in an attempt to
ather information about existing program and institutional radiation poli-
ies and assess the need for standard guidelines. A second survey was given to
omen in vascular surgery in an effort to obtain an opinion regarding
stablishment of a policy fromwomenwhowere exposed to radiation during
nd after completion of vascular training.
Results:Of 181 female vascular surgeons 53 (29%) responded to the
urvey, with 28 (53%) pregnant during training or practice. Although
8% trainees and 82% faculty performed endovascular procedures during
regnancy, only 42% of trainees and 50% of faculty wore a fetal badge.
hree trainees (5%) had complications during pregnancy that necessi-
ated cessation of fluoroscopic procedures or limiting call. More than
0% of women felt they were supported by the program and treated fairly.
ore than 90% of female trainees and faculty felt that establishment of
uidelines for radiation safety for all vascular surgeons would be benefi-
ial, and 77% felt that a policy would aid in the recruitment of talented
omen into the field. Thirty-two of 99 APDVS program directors
esponded to the survey, for a 32% response rate, and 75% said they
ould allow the pregnant trainee flexibility in rotation schedule. Finally,
